IT is my intention to limit my remarks to the consideration of (1): the incidence of laryngeal paralysis in benign diseases of the thyroid gland and (2) the effects of thyroid enlargement on the position and shape of the trachea.
took the operation; and it was found-what one had suspected fromn the examination -that there was such dense adhesions that the safest policy was to leave the foreign body alone. In this case he was impressed by the readiness with which the foreign body could be approached at such a low level.
Diseases of the Thyroid Gland in their relation to Laryngology.
By F. HOLT DIGGLE, F.R.C.S. (ABSTRACT.) IT is my intention to limit my remarks to the consideration of (1): the incidence of laryngeal paralysis in benign diseases of the thyroid gland and (2) the effects of thyroid enlargement on the position and shape of the trachea.
Various estimates as to the incidence of laryngeal paralysis in thyroid diseases have been quoted but it is difficult to ascertain what percentage of these is pre-operative. During the last eighteen months I have examined thirty-four cases of thyroid enlargement, comprising twenty cases of simple parenchymatous goitre, seven adeno-parenchymatous, six exophthalmic and two cystic goitres. Of these thirty-four cases seven, or 206 per cent., presented laryngeal or tracheal manifestations. Probably this percentage is too high and a more reliable estimate would have been formed if a further series of cases had been examined. Of the seven cases presenting laryngeal and tracheal manifestations one was a case of functional aphonia occurring in a case of exophthalmic goitre. Three cases presented symptoms due to tracheal stenosis-one of which improved under medicinal treatment. There was one case of paralysis of the right vocal cord due to a perithyroiditis and one of adductor spasm due a large parenchymatous goitre. Finally, one case with hoarseness was lost sight of before the investigation was completed. There was no laryngeal paralysis.
A study of the anatomical relations of the cervicai portion of the recurrent laryngeal nerve will show that it is applied to the lateral wall of the trachea and does not lie in the tracheo-cesophageal grove as is so commonly believed. It will further be realized that a degree of pressure sufficient to implicate the recurrent nerves would compress the trachea and thereby induce symptoms requiring immediate attention before any severe paralysis could result.
Any extension of the thyroid gland behind the trachea, pharynx or cesophagus will tend to stretch the recurrent laryngeal nerve and so induce paralysis. An interesting case of this nature is recorded by James Berry. The patient was first seen by Sir StClair Thomson and presented a paralysis of one cord with some dysphagia. A large retropharyngeal extension of the thyroid gland was disclosed at the operation. These retrocesophageal, retropharyngeal or retrotracheal extensions of the thyroid gland are interesting, for if associated with laryngeal paralysis and some dysphagia, as is so commonly the case, they may be mistaken for malignant disease of the cesophagus or mediastinum without further and more thorough examination. The fact that in the majority of such extensions there is little or no apparent external swelling of the thyroid gland renders this mistake more' easily made. Kaufmann quotes such a case where an cesophagostomy was performed, unfortunately with a fatal result.
The recurrent laryngeal nerve may occasionally be involved in inflammatory adhesions.
In 1920 I saw a lady, about 60 years of age, who complained of pain and swelling of the right side of the neck with some hoarseness, of three days' duration. There was a hard tender swelling over the right lobe of the thyroid gland with paralysis of the right vocal cord. The hardness of the swelling and age of the patient at first suggested malignant disease but the short history and tenderness led me to regard the case as one of sudden heemorrhage into a cystic goitre. She was kept under observation. The swelling and tenderness gradually subsided, and, when seen a few months later, the paralysis of the vocal cord had completely disappeared.
It will be seen, therefore, that in the diagnosis of malignancy too much reliance must not be placed on the fixation of a vocal cord.
By far the commonest complication of thyroid enlargements, however, is some displacement or torsion of the trachea. It is, as one would expect, far commoner than laryngeal nerve paralysis. In the majority of cases it is the young adolescent with the parenchymatous type of goitre who is so liable to respiratory distress from tracheal compression. The softer and more yielding nature of the tracheal wall in the young subject, together with the rapid increase in size of the parenchymatous goitre at the age of puberty, accounts for this complication. It is noteworthy that in the majority of such cases suffering from tracheal compression there is frequently only slight external swelling of the thyroid gland visible, so slight that occasionally it may be overlooked. Further, the patients are frequently unaware of any increase in size of the neck. Substernal or intrathoracic goitres account for cases of laryngeal paralyses or respiratory embarrassment in older patients. It is noteworthy that in the recorded cases the left vocal cord has suffered more frequently than the right. This is as one would expect, having regard to the anatomy of the left recurrent laryngeal nerve. These intrathoracic goitres may be extensions from the normally situated thyroid gland or develop quite apart from the parent gland. They are interesting in that if associated with laryngeal paralysis and some distension of the superficial veins of the thorax, as occasionally is the case, they may, without further investigation, be set aside as inoperable cases of mediastinal tumours. The retrosternal dullness on percussion and diminished air entry lend support to this mistake.
[Various radiographs were shown illustrating the value of the X-rays in the diagnosis of tracheal compression and distortion with relief of the stenosis after partial thyroidectomy. It was pointed out that in the treatment of the bilaterally compressed trachea it was essential to remove much more thyroid tissue than would at first be thought necessary, otherwise one type of tracheal deformity would be replaced by another.]
DISCUSSION.
Mr. HERBERT TILLEY said he wished to relate two cases of great interest. One was that of a woman with left vocal cord paresis, which he (Mr. Tilley) thought was due to a thyroid tumour behind the sternum. Breathing was difficult, and the patient was hoarse. The difficult breathing was caused by pressure on the trachea, and the hoarseness by paresis of the left abductor. He (the speaker) sent the patient for operation to Mr. James Berry, who removed from underneath the sternum a very large dermoid cyst. In this case the left vocal cord remained paralysed. He (Mr. Tilley) did not know what was the experience of members as regards this class of case, but he thought that when once recurrent paralysis of the vocal cord was definitely established, one very rarely found recovery from the paralysis after operation. The second case had occurred within the last three weeks. On examination of the larynx the glottis could scarcely be seen at all. On operation by Mr. Trotter a simple tumour of thyroid tissue was found underneath the thyroid cartilage and invading the ventricle. It was necessary to remove the greater part of the thyroid cartilage in order to remove the tumour, and the patient made a good recovery, though great anxiety was caused for the first forty-eight hours by severe intralaryngeal swelling. It was the only case of this kind he had ever known in which such an extension had invaded the larynx.
Mr. H. SMURTHWAITE said that during the last few years he had had the opportunity of seeing a large number of thyroid cases, and had examined each larynx to see if there was any paralysis before and after operation. He had not come across a genuine paralysis of the cords from simple thyroid enlargement.
Mr. DIGGLE (in reply) said that with regard to Mr. Tilley's remark about recovery after paralysis of the vocal cord, he (the speaker) was of the opinion that if the paralysis had existed longer than nine months there was little chance of recovery. With regard to Mr. Tilley's last remark about the removal of the thyroid, he thought that it had been shown that it was not sufficient merely to remove the isthmus of the thyroid. BEFORE the development of modern rhinology, anatomists and physiologists seemed to regard the structure and function of the nose as being exclusively concerned with the sense of smell. In man, the olfactory anatomy and its associated sense have retrogressed, whilst that of respiration and speech resonance, have assumed considerable importance. In tracing the comparative anatomy of the olfactory organ in the vertebrate group from the lamprey, through fishes, amphibia, reptiles, birds and lower mammals to man, many interesting phases of progression and retrogression in relation to function are noted.
Evolution of the Nasal
First, an organ of smell only, then related to taste and assimilation, later to respiration, and as this predominates the more primitive function of olfaction tends to recede.
The specialized structure of the adult of a lower class becomes vestigial in the adult of a higher, but in the developing embryo of the higher it is always reproduced. Before the formation of the permanent palate establishes the nose to the mammalian type, the human fetus goes through phases we find in the lamprey, dog-fish, amphibia, reptiles and birds. As Keith puts it, there are three stages: (1) A piscine, in which nose and mouth are formed independently; (2) an amphibious stage, where the nasal respiratory passage opens on the roof of the mouth; and (3) a mammalian stage, in which it opens into the nasopharynx.
The evolutionary changes in the nose centre around variations in the following structures: (1) Olfactory sac and brain connections; (2) epithelium
